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Abstract

Heart failure (HF) remains a condition associated with high morbidity, mortality, and associated
costs. Although the number of medical and device-based therapies available to treat HF are
expanding at a remarkable rate, disparities in the risk for incident HF and treatments delivered

to patients are also of growing concern. These disparities span across racial and ethnic groups,
socioeconomic status, and apply across the spectrum of HF from stage A to stage D. The
complexity of HF risk and treatment is further impacted by the number of patients who experience
the downstream impact of social determinants of health. The purpose of this document is to
highlight the known health care disparities that exist in the care of patients with HF and to provide
a context for how clinicians and researchers should assess both biological and social determinants
of HF risk in vulnerable populations. Furthermore, this document provides a framework for future
steps that can be used to help diminish inequalities in access and clinical outcomes over time, and
offer solutions to help decrease disparities within HF care.
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Approximately 6.2 million American adults have heart failure (HF), and the prevalence is
projected to increase 46% by 2030 affecting more than 8 million adults.! Recent clinical
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trials have shown advances in the treatment of chronic HF, including novel medical

and device therapies, as well as innovative tools for remote monitoring. Despite these
developments, HF remains the most common cause of hospitalization in patients aged

more than 65 years, with the 5-year mortality as high as 75% in patients with a prior
hospitalization.? Therefore, progress for the treatment of HF on a population level requires
addressing the impact of health care disparities on patients with HF. HF disproportionately
affects Black, Hispanic, and other vulnerable individuals wherein social determinants of
health (SDOH) are barriers to receipt of guideline-directed medical therapy (GDMT), as
well as advanced HF therapies such as heart transplantation (HT) and left ventricular assist
device implantation. This position statement from the Heart Failure Society of America
(HFSA) specifically focuses on racial and ethnic disparities within HF and the role of health
care societies and systems to help mitigate health care disparities. The authors acknowledge
many other disparities in HF care exist (ie, disparities in the care of women with HF),

but these issues are not addressed in this article because they are beyond the scope of this
statement.

Higher Risk for HF in Patients Who Are Members of Racial or Ethnic

Minority Groups

There are noteworthy racial and ethnic differences in the prevalence and incidence of

HF. Black individuals have the highest risk of developing HF, followed by Hispanic,

White, and Asian individuals.® The higher risk among racial—-ethnic minority individuals

is related to the higher prevalence of traditional cardiovascular (CV) risk factors, including
hypertension, diabetes, and obesity. More recently, appropriate emphasis has been placed
on structural factors that influence socioeconomic status (SES) and other SDOH, including
underinsurance and access to care, community environment, and health care quality, that
adversely impact health outcomes for racial[CO]ethnic minority individuals (Fig. 1).3-8
Black and Hispanic patients develop HF at younger age, are more likely to be underinsured
compared with non-Hispanic White patients, and have higher rates of hospitalization and
short-term readmissions.®~11 The rate of HF hospitalization for Black men and women is
nearly 2.5 higher than the rate for White patients (Fig. 2).19 Moreover, costs for acute

HF hospitalizations are higher among Black and Hispanic patients compared with White
patients.12 Racial and ethnic differences also exist in mortality owing to HF, with Black
men and women having higher age-adjusted mortality (age adjusted HF death rate per
100,000: Black males 120.9, females 87.3; White males 113.5, females 81.9; American
Indian or Alaska native males 98.1, females 72.8; Hispanic males 71.5, females 49.5; Asian
or Pacific Islander males 49.6, females 35.8).13 Racial disparities in mortality are more
pronounced among younger adults (35-64 years of age) compared with older adults (65-84
years of age).14 This disparity is particularly alarming; younger patients should theoretically
be evaluated more often for advanced HF therapies, including HT and left ventricular

assist devices, given the greater likelihood of extending duration of life. Although CV
disease (CVD) is the leading cause of death among Native Americans, HF continues to be
understudied in this population.1® Additionally, for reasons that are not fully understood
but are undoubtedly complex, Black patients have the worst survival after HT.16.17 Recent
analyses very clearly document that adjusting for racial differences in SES does not fully

J Card Fail. Author manuscript; available in PMC 2023 June 23.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

MORRIS et al.

Page 3

account for the inferior survival among Black HT recipients.18.19 Lower survival among
Black patients after HT likely represents a complex interplay of immunologic susceptibility,
as well as clinical and socioeconomic factors that deserve further attention to improve
post-transplant outcomes.

The inferior clinical HF outcomes in racial-ethnic minority populations can be attributed

to a combination of individual-, community-, organization-, health care system-, and policy-
level elements that must be tackled individually to achieve change.” As advances are made
in the diagnosis and treatment of HF that significantly decrease morbidity and mortality,
systems that have historically permitted disadvantaged populations to exist with inferior
access to health care must be critically evaluated, dismantled, and restructured to improve
care models.

The Multiple Facets of Race and Ethnicity

Race and Ethnicity as Social Constructs

Race and ethnicity have an association with genetic ancestry, but ultimately are social
constructs.20 Race is based primarily on mutually common cultural, physical, and
socioeconomic features. Ethnicity often refers to grouping of individuals with shared
characteristics, including geographic origin, culture, and spoken language. Both race and
ethnicity are intimately related and are often used to categorize individuals. The categories
of race and ethnicity used are often assigned by investigators, but should ideally be derived
from participant selfidentification, as in studies like the African American HF Trial (A-
HeFT).21

There are multiple important reasons to collect information on individuals’ race and
ethnicity, including to (1) describe study populations and assess generalizability of results,
(2) facilitate analyses of patterns of care/outcomes, and (3) evaluate treatment effects.
However, the challenge in current standards include broad groupings with significant
heterogeneity within populations. For example, among Asians, South Asian individuals
(from Bangladesh, Bhutan, India, the Maldives, Nepal, Pakistan, and Sri Lanka) and
Filipinos have a greater proportionate mortality from ischemic heart disease (the most
common cause of HF in the United States) than East Asian individuals (from China, Japan,
Korea, and Vietnam).22:23 Similarly, among persons with Hispanic ethnicity, the prevalence
of left ventricular diastolic dysfunction is approximately 2-fold higher among individuals
of Central American and Cuban descent compared with those of Mexican background.24
Furthermore, many individuals are from mixed racial backgrounds, which is often not
accounted for in data collection or organization.

There exists a clear relationship between racial-ethnic categorization and systemic as well as
structural racism.2® Structural racism refers to racial discrimination that is fostered by laws
and practices, sanctioned and implemented by various levels of government, and embedded
in the economic system as well as in cultural and societal norms.26 The impact of structural
racism spans many domains, including access to care and SES, which are integrally
associated with HF risk factors, treatment, and outcomes. Furthermore, it is difficult to
discuss structural racism without acknowledging the role of implicit, or unconscious, bias in
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the process of associating attitudes or stereotypes toward certain groups without conscious
awareness. Implicit biases can impact perceptions of patients, attitudes toward individuals,
and clinical decision-making. For example, despite an awareness of the higher risk of
hospitalization among racial—-ethnic minority patients with HF, Black and Hispanic patients
are less likely to receive primary care from a cardiologist when admitted to acute care
settings for acute HF.11:27.28 Primary care by a cardiologist in this setting is associated
with higher survival and a lower risk of readmission, representing a missed opportunity

to improve outcomes in Black and Hispanic patients with HF. Implicit bias and medical
mistrust among Black and Hispanic patients may also negatively impact enroliment into
research studies and clinical trials.

The Role of Biologic Ancestry as a Determinant of HF Risk

The social constructs of race and ethnicity have had an undeniable impact on health
outcomes, largely through the creation of inequalities for individuals from underrepresented
racial and ethnic minority groups that permeate almost every sector of American life.
However, even with the acknowledgment of the immense impact of structural racism and
SDOH, is there currently a role for exploring continental genetic ancestry as a determinant
of the specific risk for HF? Race is also associated directly with genetic ancestry, and
therefore potentially related to the frequency of genetic variants in populations that

may affect disease risk and health outcomes.2? In the United States, certain population
subgroups, particularly Black and Hispanic Americans, may self-report as being of a
singular “race,” despite a complex genetic admixture that reflects African, European, Native
American, and other ancestries. Racial differences in nitric oxide physiology have long
been acknowledged, with substantial data demonstrating a lower bioavailability of nitric
oxide among self-reported Black persons as a cause of higher risk of abnormal vascular
reactivity, hypertension, and ultimately, HF.3931 Similarly, racial differences in signaling of
the renin-angiotensin—aldosterone system have also long been recognized, with self-reported
Black persons in the United States and Africa being more likely to display a physiology
characterized by low levels of renin during normotensive, hypertensive, and HF states.32-34
More recently, African ancestry has been shown to be associated with a relative deficiency
of natriuretic peptides that may predispose to a physiology characterized by impaired
diuresis and natriuresis, hypertension, left ventricular hypertrophy, and diastolic dysfunction,
in addition to hypertension, insulin resistance, and obesity.35:36 The prevalence of the
valine-to-isoleucine substitution at position 122 (VV1421) on chromosome 18 is carried by
3.5% of Black Americans, and is associated with higher risk for development of hereditary
transthyretin cardiac amyloidosis.37:38

Future study design to examine racial—ethnic disparities in health care must be rigorous, and
integrate the multiple pathways that simultaneously influence the disparate rates of disease
in racial-ethnic minority subgroups. As our ability to quantify genetic ancestry improves
with programs such as the International HapMap (National Human Genome Research
Institute) Project, our understanding of both genetic risk for HF as well as therapeutic
considerations based on ancestry will continue to mature. However, it is clear that a much
greater emphasis needs to be placed on the role of implicit bias, SDOH, and structural
racism in disease risk and outcomes. Biologic mechanisms link the SDOH with the
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pathogenesis of CVD, including excess stress hormones, inflammation, and cellular aging.3°
Frameworks such as the social ecological model acknowledge the relevance of biological
and genetic risk for disease, while placing those risks into the context of interpersonal,
community, and societal factors that also influence an individual’s risk and outcomes.”40

How Can Health Care Societies and Systems Help to Dismantle Health Care
Disparities for Patients With HF?

Patients

Prioritizing the elimination of health care disparities and the achievement of health equity
might be considered the most efficient way to significantly decrease the burden of HF
across all populations. For instance, because Black patients have the highest prevalence

of HF, and rates of HF hospitalization and 30-day readmission that are higher than their
White counterparts, achieving meaningful improvements in clinical outcomes for Black
patients with HF would result in substantial decreases in overall HF morbidity and mortality.
Moreover, a sustained commitment to advocacy that improves access to health care as well
as medical and device therapies will ultimately benefit all patients with HF. To dismantle
health care disparities, health care societies and systems must expand their current efforts
and prioritize the achievement of health equity through key strategic initiatives. We offer key
areas of improvement that can be targeted toward a goal of decreasing health care disparities
in HF, with examples of success being implemented from within the HFSA (Fig. 3).

Scope of the Problem.—Patients from marginalized or historically disadvantaged
backgrounds may encounter multiple challenges while seeking medical care. Clinicians with
stronger preexisting implicit biases consistently demonstrate poorer communication with
patients.*! Efforts toward decreasing inequities for patients should focus on the importance
of cultural humility for all health care team members, with a downstream goal of improving
disparities and achieving equitable health care across patient populations.*2

Solutions.—Health care organizations and societies must focus on the patient experience
and develop processes that will empower patients with chronic conditions, including HF.
Innovative methods can be used to improve health literacy for patients, including mobile
applications and behavioral tools that may help to facilitate improved use of GDMT as well
as overall HF self-management. Furthermore, the use of innovative tools can provide the
opportunity to further learn from patients regarding barriers to care or adherence to medical
regimens. For example, the HFSA Patient Committee specifically provides oversight of
patient programs within the society, including how to improve patient education with the use
of educational modules for patients including podcasts, webinars and other methods. Novel
trials, including Care Optimization Through Patient and Hospital Engagement Clinical Trial
for Heart Failure (CONNECT-HF),*3 Electronically Delivered, Patient-Activation Tool for
Intensification of Medications for Chronic Heart Failure with Reduced Ejection Fraction
(EPIC-HF),** and others have generated innovative tools that can be used to enhance patient
education and actively engage patients from all socioeconomic strata in their HF care.
Learning from patients through the society with regard to major issues in HF care, including
health care access, cost, and implicit bias, and documenting the patient experience (eg,
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patient perspectives at the Annual Scientific Meeting and in the Journal of Cardiac Failure)
will help professional members to create actionable steps to decrease disparities over time.
In addition, ongoing education with regard to these issues can help to improve training for
the next generation of HF clinicians.

Interpersonal

Community

Scope of the Problem.—Racism, not race or ethnicity per se, is a quintessential
contributor to the SDOH.#® To this end, many racial—ethnic disparities in health outcomes
are in fact owing to the effects of racism.48 Before confronting the issue of racism

at any level, a framework is needed to raise new hypotheses about the basis of racial-
ethnic disparities in health outcomes, as well as for designing effective interventions to
eliminate those differences. Three levels of racism have been proposed in the literature
(Table 1).46:47 As a system, racism has been institutionalized in a manner that permits

the establishment of patterns, procedures, practices, and policies within organizations
(institutionalized/structural), which in turn affects the attitudes, beliefs, and behaviors of
individuals toward each other (personally mediated), in addition to how individuals perceive
themselves (internalized).#® Racism has been embedded in and is evident across each

level of the health care delivery system (eg, patient, clinician, institution, and national
organization), and thus impacts the management of patients with HF.8 For example, in
addition to the lower rates of admission to inpatient cardiology services for racial[CO]ethnic
minority patients with HF,11:27.28 emergency department clinicians are less likely to
hospitalize Black as compared with White patients with HF and more often report having
spoken with the patient’s outpatient cardiologist for White than for Black or Hispanic
patients.49:50

Solutions.—Because health care providers have taken an oath to “do no harm,” it could be
considered every clinician’s professional and ethical obligation to dismantle structural and
interpersonal systems that may perpetuate racism and continue to harm patients.’ Clinicians
can actively work to be antiracist by incorporating specific curricula and training models,
documenting actions, and tracking behaviors.#¢ Using the Four Pillars, Table 2 summarizes
a potential approach health care societies and systems could use to develop initiatives
dedicated to identifying racial injustices, as well as to advance racial justice both within the
organization, as well as society at large. All individuals involved in the care of patients with
HF should plan and prepare to elevate the issue of racism, practice allyship, and engage
stakeholders to empower marginalized individuals. To be successful toward an end-goal of
achieving racial justice and advancing health equity, such an approach requires the ongoing
dedication of leadership, committees, and the day-to-day work of all clinicians within health
care systems.

Scope of the Problem.—Recent HF classification and staging systems have
appropriately intended to place greater emphasis on the prevention of HF by prioritizing
the identification of asymptomatic patients with clinical risk factors for HF.51 The emphasis
on prevention is particularly relevant with the incorporation of biomarkers in guidelines

to guide earlier diagnosis in those at risk for HF, and the increasing availability of
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medical therapies that have proven efficacy to prevent the onset of HF (ie, Sodium-glucose
co-transporter 2 inhibitors).>! The prevention of HF, however, is best achieved when all
Americans have equitable access to opportunities for healthy lifestyle as well as high-
quality, affordable health care and preventive health services.>? Largely owing to the SDOH,
racial-ethnic minority patients are less likely to have access to environments that allow

the promotion of ideal CV health, including neighborhoods where high-quality diet and
exercise facilities are within reach, jobs that ensure access to high-quality health care, and
educational opportunities that promote optimal health literacy. Similarly, SDOH often limit
access to the growing armamentarium of medical and device therapies available to decrease
morbidity and mortality for patients in whom HF is already manifest.

Neighborhood Health and HF Prevention.—Patients living in neighborhoods with

a lower SES have more severe HF symptoms and an increased risk of adverse clinical
outcomes, including incident HF and hospital readmissions.113-55 The association
between neighborhood deprivation and HF risk may be mediated through environmental
resources (eg, medical care, grocery stores), psychosocial stressors (lack of safety and
social cohesion), and built environment attributes (eg, availability of transportation,
greenspace, housing stability) that collectively impact lifestyle behaviors. For instance,
socioeconomically deprived neighborhoods have a lower density of grocery stores and
availability of fresh, healthy foods, contributing to a lower diet quality for persons living

in low SES neighborhoods.?6:57 A lack of access to fresh foods may have particularly
deleterious consequences for patients with HF, who are almost universally counselled

to eat low-sodium diets and require fairly meticulous self-care and frequent medication
changes to maintain euvolemia.>8 Even after accounting for differences in traditional CV
risk factors, living in a food desert is associated with an increased risk of recurrent all-cause
and HF hospitalizations.®* As neighborhood deprivation increases, supermarket availability
decreases, regardless of race or ethnicity.>® However, as a result of contributions from
structural racism, patients who self-identify as members of racial and ethnic minority
subgroups are more likely to live in low SES neighborhoods and food deserts. Even at equal
levels of poverty, census tracts with the most Black residents have the fewest supermarkets,
whereas census tracts with the most White residents have the most supermarkets.>® Across
the spectrum of low and high SES neighborhoods, the risk for HF hospitalization and
readmissions may still be higher for Black compared with White patients (Fig. 4).11 Lower
neighborhood SES is also associated with decreased participation in cardiac rehabilitation,
particularly for younger patients.%0

Health Care System Inequalities Lead to Worse Access and Worse Quality of
Care.—Long-standing systematic disinvestment in neighborhoods with greater proportions
of minority residents has resulted in a deeply segregated health care system that perpetuates
disparities. Health care facilities in Black and Hispanic neighborhoods are typically
underresourced, with fewer clinicians, including primary care providers who may be unable
to meet the needs of a very complex set of patients, and fewer specialists who can provide
access to cutting-edge procedures and interventions.26:61 Black and Hispanic patients are
more likely to be cared for in community settings. However, specialized devices and
procedures to treat HF are typically performed at large academic or advanced HF centers,
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and are rarely performed at largely minority-serving or safety net hospitals (Fig. 5). For
example, Black and Hispanic patients are less likely to receive transcatheter aortic and
mitral valve procedures.62:63 Although race and ethnicity independently predict lower rates
of transcatheter aortic valve repair, the presence of zip code-level disparities suggest that
differences in referral and treatment access play an important role.

Appropriate Risk Adjustment Methodologies for HF Hospitalization.—Value-
based payment programs such as the Hospital Readmissions Reduction Program may
disproportionately penalize safety net hospitals that serve greater proportions of racial and
ethnic minority individuals and socioeconomically disadvantaged patients.54.65 HF experts,
health services researchers, clinicians, and many others rightfully recognize that systemic
and structural barriers exist that make optimal HF self-care and adherence more challenging
for patients from disadvantaged backgrounds or who live in low SES neighborhoods. As
such, many have advocated that the Center for Medicare and Medicaid Services integrate
socioeconomic and societal factors into the current risk adjustment algorithms to reverse
trends that suggest race and ethnic minority-serving and safety net hospitals are incurring
excess payment penalties from the Hospital Readmissions Reduction Program, which could
actually worsen existing disparities.

Solutions.—Health care systems can help to decrease disparities by ensuring that patients
from disadvantaged backgrounds have access to resources that promote and sustain healthy
lifestyles. Health care systems can enable patients with HF and other chronic conditions

to access fresh foods by including links to local voucher programs, farmers’ markets that
accept supplemental nutrition assistance or other programs. Despite its association with
better outcomes, access to traditional cardiac rehabilitation programs is often limited for
patients with CVD in rural areas or who have limited times (younger patients who are still
working, have childcare obligations, etc). The increased use of virtual cardiac rehabilitation
programs can improve access and outcomes for patients with HF.56 Professional societies
must also continue to advocate on behalf of patients to improve federal, state, and local
policies that undermine access to care for those who are already underserved. The HFSA, for
example, has taken a strong stance against the currently used Risk-Standardized Mortality
Rate Following HF Hospitalization measure developed by the Center for Medicare and
Medicaid Services and recently voiced concerns to the to the National Quality Forum

that the measure’s risk adjustment methodology fails to incorporate social risk factors.
HFSA’s advocacy consultants have also recently documented both federal legislative and
administrative activity related to health inequality and will continue to update the document
periodically. This type of advocacy will be required to dismantle structures that promote
inequality and must be sustained by health care systems and societies until policies are in
place that allow health justice to be achieved. To improve access to CV specialty services
and procedures, it is important to track referral practices within health care systems to
characterize how often eligible patients lack access to specialty services because they are not
referred.
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Health System

Scope of the Problem.—Inequities in the treatment of racial and ethnic minority
patients with acute and chronic HF likely contributes to their disparate outcomes. The early
recognition of HF can decrease morbidity; however, first diagnoses of HF are more likely to
be missed in the outpatient setting for women and Black patients.6” Access to novel medical
and device therapies is imperative for all patients with HF, particularly those at the highest
risk for death and hospitalization. Novel HF therapies shown to decrease morbidity and
mortality are not always affordable, even for some patients with insurance coverage. Patients
face coverage gaps, and a lack of financial assistance programs may render medications
inaccessible, increasing the risk for discontinuation of therapies and worsening HF. Recent
qualitative analyses demonstrate that substantial out-of-pocket cost variation influences
patients’ willingness to take GDMT, even with clear patient understanding of the mortality
benefit, suggesting a need for further cost containment and transparency to promote shared
decision-making.68.69

With regard to advanced HF therapies, Black and Hispanic patients present at a later stage
of illness for advanced therapies evaluation, are sicker at the time of listing for HT or left
ventricular assist device implantation, and have longer HT wait times with higher waitlist
mortality.”9 Although Black patients make up almost 25% of waitlist candidates for HT,
there is growing concern that the number of racial and ethnic minority patients receiving
advanced HF therapies remains disproportionately lower than the number of racial and
ethnic minority patients who have HF. Implicit bias may contribute to differential allocation
of advanced therapies for racial-ethnic minority patients and for women.’1:72 Assumptions
regarding patients’ ability to comply with therapies may be negatively influenced by SES,
race, ethnicity, gender, marital status, and other demographic variables. Black patients, in
particular, are more likely to be perceived as nonadherent by health care clinicians, as
repeatedly demonstrated in studies that have used clinical vignettes to analyze the effect of
implicit bias on clinical care.*!

Solutions.—There are multiple opportunities to improve inequities in the treatment of
racial and ethnic minority patients across the spectrum of HF care. In the electronic medical
record, health systems should ensure a patient’s race or ethnicity is captured by self-report,
and not assigned by clinicians or admitting staff, with enough categories to disaggregate
groups. A greater use of telehealth has the potential to expand access to CV and HF
specialists and should be championed by health care systems and societies. The HFSA has
advocated for increased use of telehealth to improve the delivery of HF care’ and joined
other stakeholders in writing to Congress in June 2020 to advance permanent telehealth
reform after the coronavirus disease 2019 pandemic, prioritizing in part the removal of
obsolete restrictions on the location of the patient and ensuring federally qualified health
centers and rural health clinics can furnish telehealth services. However, as telehealth

is more widely adopted, it is critical to ensure that care is equitable with expansion of
broadband access and access to digital devices in the most vulnerable communities. To
further enhance the quality of care able to be administered by telemedicine, more work is
needed to provide or subsidize the cost of basic medical equipment for patients with HF (ie,
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scale, blood pressure cuff, pillbox). To enhance patient access to novel medical and device
therapies to treat HF, corporate partners should ensure price transparency and affordability.

The composition of the multidisciplinary advanced therapies selection committee is vital and
should be representative of the patient populations we serve. Implicit bias and antiracism
training should be mandated for selection committee members and processes to decrease
bias in patient selection should be implemented wherever possible. Examples include
excluding race and ethnicity in patient presentations, using initials instead of full names
that can hint to race or ethnicity, ensuring respectful and focused discussions of patients

at meetings, and creating policies that apply to all patients that may decrease inequities

in the allocation of advanced therapies. Centers that offer advanced HF therapies should
periodically review their allocation by race or ethnicity and compare this outcome with
regional demographics to ensure that patients from diverse backgrounds are not turned
down for advanced therapies disproportionately. Centers that offer advanced HF therapies
should also work closely with referring clinicians to ensure that all eligible patients

are being referred in a manner that is consistent with their goals of care, preferably

within the “golden window.””* Financial and social support requirements often render

the most vulnerable patients in our communities ineligible for advanced therapies. Steep
financial requirements for HT listing may be unattainable for patients from disadvantaged
backgrounds. Ambiguous definitions regarding social support can leave room for bias when
assessing eligibility, particularly for female patients with HF.”1.7> Because patients from
racial and ethnic minority groups develop HF at younger ages than other racial and ethnic
groups, for example, at ages where patients and/or care partners are still working or still
have to provide care for minor children, overly stringent requirements for advanced therapies
may present unique barriers in these populations. For institutions to be held accountable to
best help the communities they serve, single centers should conduct ongoing annual reviews
to ensure transparency and minimize bias in the selection process.

Structure and Policy

Scope of the Problem.—Structural racism refers to racial discrimination that is fostered
by laws and practices, sanctioned and implemented by various levels of government,

and embedded in the economic system as well as in cultural and societal norms.28 The
cumulative effects of structural racism have resulted in persistent economic inequality that
affects almost every facet of life for individuals from racial and ethnic minority groups,
from school quality and educational attainment, to job opportunities, to the ability to
acquire home loans, which ultimately affects wealth, to proximity to grocery stores, and the
availability of healthy foods.”® Higher numbers of encounters with police, as well as frank
police violence and mass incarceration, can lead to increased experience of anxiety and
posttraumatic stress disorder for those directly impacted and other community members.’’

Some component of the increased risk for HF among individuals from racial and ethnic
minority groups is driven by structural racism both outside of and within the health

care system that leads to later diagnoses and a worse quality of care. Access to health
care is lower for individuals from racial and ethnic minority groups for multiple reasons.
Workers from racial and ethnic minority groups are more likely to be paid poverty-level
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wages than White workers, impacting salary and wealth, but also benefits such as health
insurance and subsequent access to medical care and medication coverage.’® Because the
United States lacks a health care safety net for adults under the age of 65 years, adults
from racial and ethnic minority groups are more likely to be affected by uninsurance and
underinsurance.”9:80 A lack of access to preventive care eliminates the possibility for HF
prevention for patients who are at risk owing to the presence of conditions, including
hypertension, obesity, and diabetes. Even after a HF diagnosis, uninsured and underinsured
patients may need to be followed in federally funded clinics or indigent care clinics with
fewer resources. Similarly, racial and ethnic minority patients are more likely to be cared for
in community and safety net hospital settings as a result of neighborhood segregation, and
thus are less likely to receive the most specialized care available for HF (including GDMT
and devices).

Solutions.—Policies that improve and ensure equitable access to affordable health care
and evidencebased preventive services, such as Medicaid expansion to low-income adults,
have a substantial impact on decreasing health care disparities by race and ethnicity.>2:81
Nationally, nearly 6 in 10 people (59%) in the coverage gap are people of color, and
approximately 50% of those individuals are employed but have incomes below the
poverty level because they work low-wage jobs.89 Although recent analyses document
that social vulnerability is associated with an increased risk of premature CVD mortality,
and premature HF mortality for Black Americans in particular, there is a striking lack of
Medicaid expansion in areas of the United States where social vulnerability is associated
with the greatest risk for premature CVD and HF mortality.82:83 Thus, continued efforts to
prioritize universal insurance coverage, improved health care access, and appropriate referral
for patients with HF who require specialized care, are viable and sustainable methods to
decrease health care disparities. Moreover, ensuring equal access to the political process
and protecting voting rights can also help to decrease health care disparities; those groups
facing barriers to the voting process (people of color, people with disabilities, low-income
individuals, and the uninsured) are also disproportionately more likely to be impacted by
health disparities.84

Research Priorities

Scope of the Problem.—Despite notable differences in underlying disease
pathophysiology, biomarkers (ie, natriuretic peptides) and clinical outcomes by race and
ethnicity and sex, persistent underrepresentation of women and racial and ethnic minorities
in HF trials has resulted in a paucity of data to determine treatment effectiveness in these
populations.85-89 Poor clinical trial representation may be one reason for the significant
differences between trial results and real-world clinical outcomes.?? Therefore, to improve
HF care, it is necessary to improve diversity within our research cohorts, diversify our
investigative teams, and expand rigorous study design that will simultaneously investigate
genetic determinants that underlie heterogeneity in therapeutic response as well as SDOH
that undermine the effectiveness of available therapies.

To continue to improve the field of HF, we must continue to promote diversity as a core
value. Our future is shaped by science and our research cohorts are shaped by investigators
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who should represent the diversity of our patient population. Recruitment of racial-ethnic
minorities and women in clinical trials has been more successful when led by investigators
reflecting these populations, such as in A-HeFT (r= 1050 Black patients) and the Women’s
Health Initiative (7= 161,856 women).2191 Both clinician and patient attitudes can affect
the quality of communication during clinical encounters with racial-ethnic minority patients,
which can in turn impact the likelihood of research participation. A recent meta-analysis
demonstrated that Black patients consistently experienced poorer communication quality,
information giving, and participatory decision-making than White patients.%2 In a single
study of video-recorded interactions that examined how oncologists discussed clinical trials
with Black and White patients, investigators found that interactions with Black patients
were shorter in length, clinical trials were mentioned less frequently, and, when clinical
trials were mentioned, less time was spent discussing them as compared with the amount
of time spent with White patients.%3 Moreover, studies assessing barriers to enrollment of
racial-ethnic minority patients in clinical trials have found that mistrust in research and the
medical system were common barriers to minority patients’ willingness to enroll in clinical
trials, but other factors including provision of transportation, childcare, and flexible study
design were also important factors.94:9

Solutions.—Unique recruitment strategies may be necessary to enroll patients from
marginalized populations. The Women’s Health Initiative, for instance, included 10 centers
capable of recruiting more than 50% racial and ethnic minority patients to enrich the cohort
with non-White participants. Racial and ethnic minority recruiting centers were allowed to
create research material that appealed to their population and brochures were also provided
to all centers in Spanish. Prescreening visits were organized to promote interest and trust
with the investigators with subsequent visits aimed at further developing this relationship.
Recruitment differed by race and ethnicity, and careful documentation was collected to
better understand what strategies were most effective.?! Similar strategies were successfully
used in a small HF study that enrolled 406 patients (46% Black, 33% Hispanic, and 47%
female) in New York City. Letters in the native language of the patient were sent discussing
the study and informing patients that their medical caregiver agreed they could enroll.
Financial compensation was offered for participation and travel, and bilingual recruiters
were used to contact participants by phone to discuss the study, obtain consent, and help to
arrange appointments.?6 Therefore, successful recruitment of women and racial[CO]ethnic
minorities in clinical trials is possible, but will require strategies that may be unique to each
center and requires a diverse group of investigators and research staff that share language,
sex, and race and ethnicity with the participants to earn trust.

Promoting diversity in HF research with the express aim of reducing health care disparities
can be achieved by using various strategic initiatives. Diverse representation in the
leadership of future trials (ie, steering committees, site principal investigators) is required.
Steering committees can improve enrollment of racial and ethnic minority patients by
compiling a list of clinics, hospitals, and regions with a high prevalence of racial and

ethnic minority patients with HF. Moreover, partnering with organizations that have a strong
community presence and have previously had success recruiting racial and ethnic minority
patients with HF can enhance participant diversity. For example, the WomenHeart Science
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and Leadership Symposium for Women With Heart Disease has trained more than 900
WomenHeart Champions to be advocates, educators, and effective leaders of support groups
for women with heart disease and could be a model for successful strategies to recruit
women and racial[CO]ethnic minority patients.%” Consent forms, brochures, and educational
material should be translated to different languages to enhance minority education and
participation. Data collection for registries and trials can be improved by requesting more
granular information on race and ethnicity in case report forms (ie, South Asian to refer to
India, Nepal, Pakistan, Sri Lanka, or Pakistan and East Asian to refer to China, Japan, Hong
Kong, Korea). In science writing and reporting, investigators should be very deliberate and
sensitive in their use of terms to describe racial and ethnic minority groups. For example, the
use of the term BIPOC (Black, Indigenous, and people of color) might be used in an effort to
be inclusive of the oppression faced by many minority groups in the United States. However,
it might also “blur the differences between groups it is meant to center,” particularly if
important differences in the unique experiences of certain communities should actually be
highlighted.8 Investigators should refer to many recently published documents that provide
guidance on how to report race and ethnicity in scientific journals.99.100

The Role of Peer-Reviewed Journals in Promoting Diversity, Equity, and Inclusion

Scope of the Problem.—A journal’s editorial board plays a critical role in paving the
trajectory of science, knowledge, and discoveries by evaluating the novelty and perceived
value of their peers’ research. As such, editors are essential to structure the community of
scholars contributing to the scientific dialogue in their respective field, because editorial
board composition holds great influence over the types of science published in peer-
reviewed journals. It is of critical importance that the editorial board reflect the principles
of diversity, equity, and inclusion (DEI) by demonstrating these core principles in their
roster of board members, and maintaining a balanced, diverse board with representation
from distinct cultural, ethnic, and international backgrounds. Currently, the vast majority
of editorial board members come from high-income countries and are predominantly male
and White,101 despite data showing that editorial board diversity can increase innovation,
foster creativity, enhance quality of research, and validate peers from unrepresented minority
groups.192 Solutions. Scientific journals and research organizations should clearly state
and demonstrate that DEI and belonging are core values.1%3 Journal editors should also
consider requiring investigators to report the race and ethnicity of study populations

in publications, particularly for clinical trials, so that generalizability of results can be
appropriately assessed. Proposed strategies to account for representation and expansion

of other geographical, racial, ethnic, and cultural groups (GRECO) in the peer review

and manuscript submission process should include the following. (1) Internationalize the
editorial board to have local editors evaluate research from nationally equivalent peers.
This practice can enhance the profile and impact the articles published in the journal. (2)
Provide editorial opportunities to scholars from emerging scientific regions. This step can
decrease the effects of implicit bias against emerging countries. (3) Develop diverse and
qualified writing/reviewer committees across the distinct career spectrum to improve the
reporting of critical viewpoints to novel pieces of research. (4) Cultivate talent and promote
future editors to become inclusive in the review and construct of the journal. (5) Create

a DEI task force for developing future leaders and a pipeline of new CV reviewers who
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adhere to the guiding principles of DEI. (6) Execute benchmark data to track the diversity,
inclusion, and transparency of peer reviewers and team members that conform the critical
body of editors. This practice will uncover possible challenges and barriers that do not allow
expanding selection of editors from unrepresented GRECO. (7) Request that all authors
involved in a potential submission address DEI, language sensitivity, issues specific to
marginalized groups, and that the scholar work involved collaboration with colleagues of
divergent GRECO backgrounds.

Integrating representative groups from distinct backgrounds will expand collaborations

with equal individuals who show interest in moving forward science and responsible to
publish the highest quality of research possible. The more scholars that are embedded in a
collaborative network, the greater the likelinood of having impactful research submitted.104
In academic careers, publications are crucial for career advancement and obtaining grants
and promotions. To this extent, editorial board members are positioned as potential mentors
to the authors whose work is being reviewed by providing constructive feedback through the
reviewer comments which can serve as tool to enhance the authors writing and discussion of
its work.

Conclusions

The impact of disparities in HF care in racial and ethnic minority populations cannot

be understated. From CV risk factors and medical and device management, to options

for advanced therapies, disparities in treatment persist across multiple domains (patient,
community, and societal) in patients with HF. It remains of great importance to recognize
the differences between race, ethnicity, and the influence of the various levels of racism on
the SDOH, access to care, and ultimately health care disparities. Health care systems and
societies are well-positioned to help decrease these disparities over time in a collaborative
effort with clinicians, researchers, and patients. Ultimately, decreasing disparities and
achieving health equity will require a sustained commitment to these principles with action
at multiple levels of influence to help decrease risk and improve clinical outcomes in the
most vulnerable populations with HF.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Fig. 1.
Elements contributing to inequities in heart failure (HF) care and outcomes among racial and

ethnic minority groups. The higher risk for HF, and inequities in HF care for racial-ethnic
minority individuals, is related to the higher prevalence of traditional risk factors, structural
factors that influence socioeconomic status and other social determinants of health, as well
as community and health system factors that adversely impact health care quality.
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Fig. 2.

Diiparities in heart failure (HF) hospitalization rates for racial and ethnic minority
patients compared with White patients. Compared with White men and women, national
age-standardized HF hospitalization rates are higher for Black men and women, with no
change from 2002 to 2013. Solid bars indicate HF hospitalization rates in 2002, dashed
bars indicate HF hospitalization in 2013. Although Hispanic men and women had higher
HF hospitalization rates than White men and women in 2002, the relative difference
narrowed greatly by 2013. Asian and Pacific Islander (API) men and women had lower
HF hospitalization rates than White men and women in 2002, with even greater reductions
demonstrated in 2013. Adapted from Ziaeian et al.1?API, Asian and Pacific Islander.
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Fig. 3.
Solutions to eliminate health care disparities for patients with heart failure. CV,

cardiovascular; DEI, diversity, equity, and inclusion; GDMT, guideline-directed medical
therapy; PI, principal investigator.
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Fig. 4.

Excess risk of 30-d heart failure (HF) readmission in Black compared with White patients
hospitalized for acute HF according to quartiles of neighborhood deprivation. The figure
plots the absolute risk differences between Black and White individuals (reference) in 30-
day HF readmission by quartile of the Social Deprivation Index, and demonstrates a higher
risk of readmission for Black patients with HF at every level of socioeconomic deprivation.
Q2 indicates quartile 2; and Q3, quartile 3. From Patel et al.11
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Lack of resources for heart failure care in community settings compared with advanced
heart failure centers. Structural racism and residential segregation have resulted in severe
economic disinvestment in neighborhoods with greater proportions of minority residents.
Residential segregation has also resulted in a deeply segregated health care system that
perpetuates health care disparities. Black and Hispanic patients are more likely to receive

care in local community settings and safety net hospitals. Because the most specialized and
comprehensive care for heart failure is often only available in advanced heart failure centers,
improving access to specialty care by ensuring equity in referrals to CV specialists is critical
to decreasing disparities. CMR, cardiac magnetic resonance; CV, cardiovascular; GDMT,
guideline-directed medical therapy; IV, intravenous; LVAD, left ventricular assist device;
PYP, pyrophosphate.
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Table 1.

Framework for understanding Racism on Three Levels

Level

Definition

Institutional ized/
structural

Personally mediated

Internalized

Manifests both in material conditions (eg, differential access to quality education, sound housing, gainful
employment, appropriate medical facilities, and a clean environment) and in access to power (eg, differential access
to information, and voice).

Origins lie in discrete historical events but persists because of contemporary structural factors that perpetuate those
historical injustices.

Embodied in polices, practice, cultural representation, and norms.

Defined as prejudice and discrimination, where prejudice means differential assumptions about the abilities, motives,
and intentions of others according to their race, color, ethnicity and culture.

Can be intentional as well as unintentional. Includes acts of commission as well as acts of omission manifesting as
lack of respect, suspicion, and scapegoating. Includes microaggressions

Maintains structural barriers and condoned by societal norms

Defined as acceptance by members of the stigmatized races of negative messages about their own abilities and
intrinsic worth.

Characterized by their not believing in others who look like them, and not believing in themselves thus reflecting a
system of privilege.

Erodes individual sense of value and undermines collective action.

This theoretical framework for understanding racism on three levels can be used to raise new hypotheses about the basis of race-associated

differences in health outcomes, but also design effective interventions. From Jones.

47
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Table 2.

The Four Pillars Approach in Advancing Racial Justice and Health Equity, and the Role of Medical

Organizations

Pillar*

Description

Elevate the issue

Engage stakeholders

Equip members and
communities

Empower those
marginalized

Highlight racial inequity and racism in HF at local, state, and federal levels through lobbying efforts, national
media outlets, digital communications and social media.

Advocate for adequate and affordable insurance and prescription coverage, flexible, community-based HF
screening and intervention programs, early HF risk factor modification, and improved referral, access, and
utilization of HF care, including advanced HF therapies at local, state, and federal levels.

Have dedicated racial inequity and racism themes at annual Scientific Meetings.

Develop a policy dedicated to embedding racial justice and advancing health equity within the strategic plan of
health care societies and systems

Survey membership to evaluate potential racism within the organization as well as potential solutions.
Survey patient membership regarding opinions and experiences of racial injustice in the health care setting

Partner and collaborate with external stakeholders such as medical organizations, community advocacy groups,
insurers, and industry leaders regarding racial inequities as it effects patient care, health policy, and health care
delivery and potential solutions. Identify methods to increase representation of racial and ethnic minorities and
women within the profession.

Develop durable education programs for providers on types and examples of racism and racial injustice

Develop educational materials for patients in recognizing racial injustice in the health care setting and dealing with

these issues.

Include representation of racial and ethnic minorities and women within all levels of the organization such as
leadership positions and committees.

HF, heart failure.
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